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THE TECHNIC OF LAPAROSCOPY AND GUIDED BIOPSY
W I L L I A M S. HAUBRICH, M.D.* AND GUSTAV A. UHLICH,

M.D.t

M A N Y HAVE asked, "Is not laparoscopy what used to be called peritoneoscopy?",
to which the reply is made, "Peritoneoscopy is what originally was called laparoscopy".
An even eariier term, celeoscopy, was first used by Kelling' when he proposed endoscopy of the abdominal cavity more than 60 years ago.

A Swede, Jacobaeus,'

referred to laparoscopy in his early reports of its clinical application. The term
peritoneoscopy was introduced by Orndoff,^ popularized by Ruddick," and retains its
currency in the United States. In continental Europe and Japan, where abdominal
endoscopy is much more widely employed, laparoscopy is the preferred term.'-'
Our current interest in the procedure is stimulated by a) the availability of
refined optical instruments providing easily obtained, clear and vivid views which
can be documented by photography,' and b) the development of a variety of biopsy
instruments by which histologic verification of observed disease can be made.*

T K E PROCEDURE

Essentially, the procedure consists of 3 phases: 1) induction of a pneumoperitoneum which provides an air space permitting the safe insertion of a trocar through
which 2) the laparoscope is passed and the abdominal contents are thoroughly surveyed
and photographed after which 3) pertinent biopsies are taken. An actual examination,
as performed in our clinic, is illustrated in Figure 1.
The most difficult part of the procedure, we have found, for both the patient
and the physician, is the induction of the pneumoperitoneum. Our technic has been
*Division of Gastroenterology.
tFormerly of the Division of Gastroenterology; present address: Burns Clinic, Petoskey, Michigan.
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Figure
An actual laparoscopic procedure as accomplished in the Gastroenterology Clinic: (a) on the
antiseptically prepared abdomen, the lower mark indicates the usual site for the introduction of
pneumoperitoneum and the upper mark indicates the usual site for insertion of the trocar; (6) the
Verres pneumoperitoneum needle is in place, and air is insufflated by pumping the rubber bulb;
(c) with an adequate air space established, the trocar is inserted (the alert observer will notice,
in this instance, that the trocar is inserted caudad of the marked site; this is done because the
patient's liver was markedly enlarged); (d) the abdominal contents are thoroughly surveyed; (e) the
operator then has a choice of using any of 4 biopsy instruments: (left to right) Robbers' needle,
modified Silverman (Boecker) needle, flexible forceps, modified Menghini needle; (/) in this
case, the Boecker needle was chosen and is being guided to the proper site under direct vision by
the operator so that his assistant can then complete the manipulation for biopsy.
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greatly facilitated by use of the Verres needle*. Curiously, patients commonly
complain of distressing abdominal fullness as the increments of air are added; when
insuffiation is complete, they are usually not discomforted. We do not find it
necessary to measure the insufflation; about one liter of air is usually adequate. Later
in the examination, if necessary, additional air can be introduced through the laparoscope. Most of the air is easily evacuated when the examination is concluded.
THE

INSTRUMENTS

Among the excellent instruments presently available,' our current choice is the
Menghini-Wildhirt laparoscope.t Particular advantages of this instrument are 1)
its use of a quartz rod by which light is transmitted from a proximal source for both
viewing and flash photography and 2) its provision of a channel through which a
biopsy needle or forceps can be introduced. The same channel accommodates a
cautery device (which, fortunately, in over 100 examinations, we have not yet had
occasion to use).
Once the Menghini-Wildhirt laparoscope has been introduced and the abdominal
contents (Figure 2) have been surveyed, 4 optional biopsy technics may be employed:
Round l i ^ .

Falciform lio.

Epiploic appx

Subdiaphr aq.

perltoneuTn
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L e f t lobe
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Figure 2
Anatomic structures within the upper abdomen usually amenable to direct inspection by laparoscopy.
In this sketch, the viscera are depicted in the approximate perspective with which they are seen
through the laparoscope.
*Manufactured by Heinr. C. Ulrich, Ulm-Donau, West Germany.
tManufactured by Karl Storz, Tuttlingen, West Germany; distributed by Storz Instrument Company
4570 Audubon Street, St. Louis 10, Missouri.
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through the biopsy channel in the laparoscope may be inserted:
1)

a modified Menghini needle for aspiration biopsy of the liver, or

2)

a forceps for biopsy of surface lesions on the peritoneum or omentum.

through a separate, percutaneous punch but guided by direct vision:
1)

a modified Silverman (Boecker) needle or a Menghini needle for liver
biopsy, or

2) a Robber's needle with forceps point for biopsy of surface lesions.
By means of these instruments (Figure l e ) , any lesion which can be seen can be
biopsied.
Guided biopsy, by any of these methods, not only permits the precise selection
of site but has the added advantage of permitting visual surveillance of the biopsy
wound to assure hemostasis.
INDICATIONS AND CONTRA-INDICATIONS

The chief indications for laparoscopy are: 1) jaundice in which a clear distinction
cannot be made between primary hepatocellular disease and extrahepatic obstruction
on clinical grounds alone; if necessary, a radio-opaque medium can be introduced
into the gallbladder or Hver to obtain cholecysto-cholangiograms; 2) hepatomegaly
in order to distinguish between diffuse parenchymal disease and focal lesions expanding
within the liver, such as neoplasm, abscess, or cyst; and 3) ascites in which the
differential diagnosis of neoplasm, cirrhosis, or tuberculous peritonitis cannot be
resolved by bedside or laboratory investigation.
Laparoscopy is safe when subjects are discriminately chosen and when the
procedure is undertaken with meticulous care. A recent compilation disclosed 6 deaths
incident to over 11,000 examinations. Contra-indications include a) the presence
of abdominal scars and adhesions which interfere with the safe induction of pneumooperitoneum or insertion of the trocar (such intraperitoneal adhesions also may
interfere with adequate visualization), and b) any defect in the hemostatic mechanism
which would predispose to hemorrhage.
We decline to perform laparoscopy in patients whose disease requires not only
diagnostic confirmation but also may be amenable to a surgical remedy. For example,
the patient whose jaundice is suspected to be caused by pancreatic cancer usually
would be better served by laparotomy. Although laparoscopy may confirm the
diagnosis in such a case, only at laparotomy could a palliative or definitive remedy
be effected.
SUMMARY

Advantages of laparoscopy and guided biopsy:
1) visualization of gross pathologic anatomy, especially of the liver,
2)

biopsy instruments can be directed precisely to focal lesions, and
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inordinate bleeding immediately can be discerned and treated.

Disadvantages of the procedure:
1)

total examination is appreciably
percutaneous liver biopsy,

more

time-consuming than

2)

a small added risk of pneumoperitoneum, and

3)

subsurface lesions may be undetected.

"bHnd",
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